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IKTRCDUCTION s 

The relationship between the glaucoma and 
cataract is very close. The combination of glaucoma and 
cataract in the same patient in ophthalmic practice is 
not infrequent. Management of co-existing glaucoma and 
cataract is difficult and controversial (Sugar H.S* 

&ner, J. Ophthalmol., 69 * 740, ‘1970). Simultaneously 
glaucoma and cataract in a. patient poses the problems, 
whether to perform the glaucoma and cataract surgeries 
at the same time or to do one operation first followed 
by the second at a later date. 

SoBM clinicians would surgically attack glaucoma 
first reasoning that the damage from glaniccmta is 
irreversable, where as the visual deficits from cataract 
can be managed later. Others aremove cataract first in the 
hope that intra-ocular pressure contaxsl will be easier 
later. Oam answer to dilemma in these cases is ccaiibined 
glaucoma and cataract operation. It has been attempted 
with varying degrees of success, encouraged by the good 
results and low rate of coa^licatioas of single stage 
surgery. This has been favoured by many surgeons because 
of various advantages (Sorsby* ■ 1967 5 such as - 
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One *\irgl®al & psychological traoma to the 
patient, short stay at hospital so reduction of cost, 
avoldence of laallgnant ■ glaucoma, avoidence of second 
stage opMeration in high risk patients, avoidenc® of / 
prolonged medications and early restoration of vision. 

Eye is only once exposed to the hazards of surgery, 
such as iritis, comeal diseases, infection, hyphaema 
and others. 

The disadvantage is that it carries the higher 
risk of complications. However, the chances of 
complications depend upon the preoperatlv© preparation 
and the surgical teclmique. The operative procedure 
become easy with judicious iise of the hypotensive drugs, 
such as - carbonic anhydrase Inhibitors# glycerol# 
hypertonic solution as Mannital# retrobulbar anaesthesia 
with pressure and it is further easier by cryoextraction. 
The combined procedures with various types of filtering 
operation have been atteicpted for many years with varying 
degree of success. 

J&jst glaucoma procedures have been combined with 
cataract extraction including trephening# Iridencleisls# 
scleroto^f ctwbined sclemtewy awl iris Inclusion and 
scleral cautorlzatitxa* Each of these is a filtering 


3 


procedure and has the piroblew of attempting to produce 
a tight cataract wound and a filtering wound* In 1968 
Cairns introduced the traheculectomy# which has the 
advantage of s' guarded filtering wound. This possitolf 
avoided shallow or flat anterior chamber, post- 
operatively. Several authors in recent past have tried 
trabeculectoany in combination with cataract extraction. 
The results were encouraging, so this procedure of 
cataract operation extraction with trabeculectomy was 
performed in the present study for its further evaluat- 


ion. 





r' 
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review of literature 

catarBLCt may b® sing>ly defined as any opacity 
in the lens. It is the most common and fortunately one 
of the most easily remedied cause of visual incapacity 
and blindness. 

Though the history of cataract goes back some 
4000 years and probably further. This was in Hindu medicine 
in which Sushrute defined cataract as an opacity of lens 
due to derangement of the intra-ocular fluid. He used to 
treat it surgically by couching. 

The term glaucoma first used in the HippoeratiO' 
writings as mb have seen# was y' )< -UQ^Si^bCom) 

was used to describe bliSdness coming on in advancing 
years 'associated with a glazed appearence of the pupil 
Cl>uke Elder# 1969) * Originally both diseases glaucoma «nd 
cataract considered in the lens. Oaly at a later date# it 
was differentiated by Celsus €25 B.C. AD 50) and Rufo# 

(A.D. 95 - 117) and later by Galen €^*D* 131 - 210)* 

The first suggestion about glaucoma - that the 
disease is associated with a rise in intraocular pressure 
seem® to occur in the Arabian Writings of At Tobari 
doth Century). The first^ original and clear recognition 
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of such a condition in European writings# however# is 
due to Richard Banister# 1622. The first original and 
clear recognization of glaucoma with a raised ocular 
tension was given hy Antoine •• Pierre Demours C1818) 
and clinical picture was the appearence of the colour 
of rainbow around lights. 

After the introduction of ophthalmoscope# the 
Heinrich Muller (1856) observed the phenomenon of 
cupping of the optic disc. 

■ Von Graefe divided glaucoma into three categories - 
(i) acute; (ii) Chronic; and (iii) secondary* 

The Bonders (1862)# recognized that increased 
intraocular tension without any inflamatory synqptoras 
is ‘simple glaucoma. 

The medical therapy for glaucoma was started toy 
Adolf Weber (1876) and advocated the use of the extract 
of Jatoorandi (Pilocarpine) . The surgical therapy for 
glaucoma was started toy William Macicenzie (1830)* who 
introduced sclerotomy to relief raised ocular tension* 

The modem surgical therapy for glaucoma was started toy 
Curan (1920)# who introduced peripheral iridectomy to 
re-establish the ' communication between ’posterior and 
anterior chamber* While Jacques Baviel (1748-53) a french 

surgeon introduced a new technique for the extraction of 


cataract. 
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:'The association of sia^le glaucoma with cataract 
is a common combination and the observation in earlier 
days# that an iris prolapse occuring after cataract 
extraction, in a case of glaucoma usually controlled the 
ocular pressure* This belief was further strengthened# 
when such a prolapse was removed in a case of glaucoma# 
the intraocular pressure elevated again* These two 
co-existing condition is a problem of treating it 
simultaneously and the developaent of cataract may 
aggravate a pre-existing glaucoma. 

The contbined' procedure in 4th and 5th decades was 
not accepted widely. One reason for this was the view 
that cataract surgery alone may result in better .glaucoma 
control. Vonlint C1939.) stated that if-miotics have been 
able to control Ijitra-ocular tension# pre-operatlvely# 
lens extraction alone wuld result In control afterwards* 
Guyton (1945) also reccaaniended the same procedure in a 
survey of 100 eases of cataract extraction In eyes with 
chronic open angle glauc<xiia# which were controlled 
medically pre-operatively* 

Mawas (1964) found that control of open angle 
glauccmia with cataract was as difficult after as 32>efore 
cataract extracticm* Scudari et al (1967)# stated that 
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occular pressure after elevated to a higher level that 
the pre-operative level 6 months after cataract surgery 
alone. Becher (1967) reported that glaucoma surgery will 
be required in some cases even after cataract extraction 
and the operations available for an aphakic eye are well 
known to bo trainnatlc and impredlctable in results. 

Chandler (1947) y Thomas (1947)? Sourdille (1950) i 
Leydhecker (1954-56) i Mehra & Dutta (1963) recanmended 
that the glaucoma surgery tandertaken before cataract 


extraction. There are many objections to this approach •» 



the patient is exposed to double risk of two operation 
and filtering operation may itself accelerate the cataract 
progression (Sugar# 1970). 


In a patient# who is suffering from glaucoma with 
cataract and operated for glaucoma# there has been little 
unanimity of opinion regarding the favourable site for 
cataract extraction# Williamson - Hobel (1953) advised a 
conventional incision ignoring the bleb. Most have favoured 
a corneal incision in front of the bleb (Scheie* 1962) 
advised inferior incision* Castroveijo* 19661 Collohan# 
(1952) used a lateral Incision for the cataract extraction, 
Ingram (1963) using corneal section in 63 cases* reported 
only one failure in filtering bleb. 
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There are controversies and disadvantages to each 
of these procedxires* The inferior section lacks the 
protective support of the np|>«r lid during healing and 
cataract extraction through lower section is more 
difficult. An iridectomy in the 6'o clock often results 
in optical problem and its omission may lead to iris 
prolapse* The superior corneal with it the possibility 
of all the complications arising from corneal Incision 
such a delayed wound healing delayed formation of anterior 
chaiiiser and epithelial down growth* 

Randolph et al (1971) is an analysis of 166 eyes 
treated with .various methods have concluded that if a 
patient has controlled or tmcontrolled glaucoma with 
cataract, a cataract extraction should be done first* 

The patient with uncontrolled glaucoma with field 
defects provide the surgeon with the choice of cataract 
extraction or combined extraction - ftlteratlon procedure* 
And it is ideal to obtain a filtering bleb, which wUl 
control the intra^ocular pressure without medications 
after cataract extraction* 

The idea of siaultaneous surgery for cataract and 
glaucoma by one sta^e iteration is obviously attraction 
and many authors have described such «^ratie« in 


9 


three decades. Claiming considerable success. The 
purpose of these operations had been to remove the 
cataract and at the same time to leave a fistulizing 
channel f oi* the drainage of aqueous . 

A small number of operations combining f ilteration 
and cataract extraction have been performed for many 

m % . ■ 

Wright (1937) described condsined extraction - 
iridectomy - sclerotomy for case of cataract and severe 
glaucoma. In the question and answer sectionr.of 1941 
issue of Archives of Ophthalmology, a combination of 
iridencleisis and cataract extraction was reccwiraeiided 
for such cases. Guyton (1945) imtntioned the use of 
ea^inatioti procedure but did not advocate them. Though 
later in 1952 Guyton in his discussion of Birge*s paper 
mentioned the corfjination of cyclodialysis and cataract 
extraction in 10 cases with good results in all except 
one. In which, patient developed massive choroidal 
haemorrhage • 

bee & Weih (1950), reported the use of either iris 
inclusion or sclerotcany* They c^talned excellent results 
and advised such coaflslned operation# for 'all the patients 
with uncontrolled tension s«d • lenticular opacities* 


Birge (1952), reported the first series of 25 eyes 
in which cataract extraction and iridencleisis performed 
simultaneously. In 88% cases glaucoma was controlled 
without further medical therapy. 

Wolfe (1952), also reconroended such combined 
filteration and cataract extraction in the same year. 

Hughes (1959), described his procedure of combining 
anterior-sclerectomy and iris inclusion with cataract 
extraction in 57 cases. He in 1963 with Kasdan and co- 
workers reported the same operation in 122 patients. All 
types of glaucoma under went the conOsined procedure# In 
many cases a filtering operation had been successful. 

Sugar (1962), mention!^ combination of cataract 
extraction with iridencleisis might occasionally be an 
acceptable procedure* 

Mawas (1964), incarcerated a rectangular iris flap 
in the incision, which controll«2 the prosstxre in 19 out 
of 22 eyes. 

Stocker (1964), described an operation combining 
cataract extraction and scleral cauteriaation# but did not 
mention the statistics* 

Birge (1966), who preriously has used iris inclusion 
alone, later advocated posterior lip sclerotomy with iris 


11 


inclusion. The results were good. On a follow up period 
of five years. It was not associated with any greater 
complication than a simple intracapsular cataract 
extraction. Incidence of flat anterior chamber or 
infection was less than 1%. 

Scudari (1967) combined cataract extraction with 
iris inclusion and sclerotomy in 59 mjea, 49 eyes has 
tension below 20 mm of Hg. 

Itellaporta (1971) conibined trepeno-trabeculectomy 
with extraction of cataract* 

Donoghue (1972) combined the reiwsval of cataract 
with inclusion of a flap of iris. 

In a hinged sclerotoa^ opening behind the cataract 
incision. He presented a series of 21 cases* Results were 
better aM coijiplications were less in case of open angle 
glaucoma than closed' angle and secondary glaucoma* Average 
reduction of pressure was 13 biki of Mg, 

Shimsleva (1972) of Russia combined cataract ' ■ ‘ 
extraction with trabeculeotosy* In all cases, there was 

good hypotensive effect. ^ 

Hilsdorf (1974) stat^ Idhat the coR®>llcat±ons with 
trabeculo-cataract surgery wen few and results were 
favourable in a series of 37 eyes*. . ■ .m'I 




Vancea and Schwajrtzenberg (1974) combined with 
trabeculectomy in 36 eyes and followed for 6 to 30 
months. Tension was normal in 17 eyes. While success 
in 94.45% eyes with medications# the mean I.O.P. being 
14.77 mm of Hg, 

Stewart and Loftis (1976) performed two types of 
combined extraction and con^ared them. 43 eyes of both 
chronic narrow angle and open angle glaucoma were 
operated. 

In combined extraction with trabeculectomy 74% 
eyes improved in visual acuity. 91% had noarmal I.O.P. 
without medications. While 31% had transient hyphaema 
post-operatively in cosOsined extraction with thermal 
scl«r©t«^» vision ii^roved in 61%. 61% had normal tension 

while 17% had hyphaema but they could not analyse the 
higher success in trabeculectemrsf group. 

Jeradal and bundstrcan (1976) combined trabeculectomy 
with cataract extraction. She pre-operative tension rangM 
between 20 - 60 im of (average 33 mm of Hg.). There was 
50% average decrease la the intraocular pressure. The post- 
operative tension varied between 10 - 26 mm of Hg. The 
average being 16 mm of Hg# Wsual acmity is^roved in 14 
eyes# remaining unchanged in 2 eyes and deteriorated in 
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one eye. The follow up period : varied between 6-20 
months. As for as complications are concerned, the 
hyphaeiiia was the main conplicatioa. Two patient had 
choroidal detachment. Ctoe with flat chairfber and iris 
prolapse. Filtering bleb was presented in 7 cases only 

» 4 

3 eyes required post-operative medications for the 
control of pressure. 

Witmer and Rohen (1976) combined traibeoulectomy 
cataract extraction in a series of 100 cases- The ocular 
tension normalised in 94 ejes. Ctoly 6 eyes# it was 
fail lire* 14 eyes# ^ however# needed additional medication 
to control the tension satisfactorily. In 20% of the 
cases# the tension remained high during the first four 
weeks# but dropped to normal after about 3 months. 

Mackenson and Orson! (1978) combined cataract 
extraction with trabeculectoe^ in 56 eyes after the follw 
up of 6 months. 63% had normal intra-ocular tension. While 
34% required medications. No, serious cosq^ltcation was 
observed. Gordon et al (1974) coii^ined the cataract 
extraction with trabeculectcs^ in 37 eyes of various type 
of glauccmia. The average follow up duration was 23*7 months. 
The average pre— operative intra— ocular pressure was 23.5^ 
mm the average post-c^perative intra— ocular pressure was 



15.2 mm of Hg. visual acuity improved 64.9% cases and 
without improvements in others. 59.5% did not require 
any medications at all. No greater incidence of ' ■ 

complications in combined procedures from that expected 
cataract extraction alone except flat chamber and 
hyphaema in 4 eyes each. 

Singh et al (1979) combined pretrabecular filtration 
with cataract extraction in 70 cases (62 lens induced and 
8 primary open angle glauccmaa) • Average follow up period 
was 195 days. The tension in 57 (81.6%) cases was below 

20 mm. 9 (12.8%) eases between 21 - 30 ran and in 4 (5.6%) 

cases above 30 ram of The pressure was controlled by 

2% pilocarpine in 9 cases in which tension varied between 

21 — 30 BiR of Hg, So overall success in 94.4% cases. 

Wechsler and Robinson (1980) combined with 
trabeculectomy with 91% success in 70 cases. Spaeth 
(1980) confined extraction of lens with trabecuiecton^ 
partial punch sclerectomy* irldencleisis aaS cyclodialysis# 
but did not find a single ecMsbination suitable for all 
type of eases. ^ , ■ 

Edwards (1980) extricted 59 cataracts with trabecule- 
ctomy and follow up period was varying between 6 iwonths to 
two years. Visual outcome was better in chronic simple and 
narrow angle then secondary glaucoma. 
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Manjoor et al (1981), reported trabeculectomy with 
cataract extraction in 20 cases* In 19 (95%) eyes the 
tension was controlled between 10 - 24 mm of Ctoly 

one needed medical therapy visual acuity increased in 
17 eyes. 'The only complication was hyphaema. The follow 
up period varied from 2 to 10 -months* 

Roraem et al (1982) combined cataract extraction 
with trabeculectomy in 46 eyes (38 open angle and 8 narrow 
angle glaucoma) . Average follow_ up period we# 27 imanth*. 
Tension txirned normal in 33 (71.74%) eyes without drugs. 
While 12 (26.09%) required medications and one uncontrolled 
required further surgery. 

Kleiftetti and Kalima (1982) extracted 94 cataract 
with trabeculectosy (59 open angle while 35 capsular 
glaucoma) . Follow up period was 1 to 9 years. Average 
being 3.4 years. 61 (65%) eyes had tension below 21 mm 
without jmdications. 31 eyes required additional medical 
therapy, while 2 needed further surgery. 

complications i The hypotomy was in 37% and hyphaema in 
30%. The success rate were 76% after one year follow up, 

63% after 2 years and 45 to 66% after 3-8 year® follow 
up . ■ ' 
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Khurana and Ahluwalia (1988) reported trabeculectoroj?' 

Vs Gonio punch -• combined with cataract extraction in 50 
patients. In 42 (84%) eyes the tension was controlled 
(less than 21 tm of Hg.)'. Out of this 42 cases 5 had 
pressure less than 10 nan of Hg.i in remaining eyesii it 
ranged between 11 and 21 mm of Hg. and 8 eyes require 
medical therapy. And out of these 8 eyes in 3 cases 
pressure was controlled after further surgery# while in 
one case it remained uncontrolled even after repeated 
surgery . ■ ^ • 

Prasad et al (1988) combined trabeculectcwny and 
cataract extraction in 96 ei^es heaving senile cataract 
and associated open angle 'glaucoma at B.R.D* Medical 
College# GoraJchpur. The preoperative tension ranged 
between 29 to 69.3 mm of Hg. (Average 48 #72 mm of l%#) • 

The post-operative tension varied between 11 #2 to 29 mm 
of Hg. The average being 17.93 mm of Hg# 

Out of a total 96 operated eases in 88 eyes (91#6Sf%)#, 
the Intraocular tension was well controlled and in 6 eyes# 
it was not controlled insplt* o£ nwidicel treatment. The 
vision iiiproved in 87 .6% cases. 
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DRUG REVIEW t 

Various drugs are used to reduce the intraocular 
pressure, 

Ace tazol amide i It is a corbonic anhydrase inhibitor. 

It reduces the production of aqueous by about 5W4 
(Backer and Hay, 1958). Draeger et al (1963) it is 
given orally in the dose of 125 -- 500 mg one to four 
times a day and after single dose its action is 
apparent in 60 - 90 minute reach a maximum in 3 - 5 
hours and wearoff in about 12 hours. Sustained action 
capsxale of the drug have a more prolong effect did not 
given more than twice a day (Stepanic# 1967) * 

Osmotic agent * These substances raised the osmolarity 
of the plasma, so that fluid with drawn from the eye 
resulting in fall of intraocular pressure. 

Various indication for use of osmotic agenti 
Angle closure glauccroai 
Secondary glaucoma; and 
Pre-operative. 

Urea t First used osmotic agent {Alder* 1933) it induces 
marked hyi«?tony {Aisawa# 1962) * 
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Mannitol t According to Galin et al (1963), it has 
less side effect than urea and it is n»re potent 
hypotensive agent than urea. Seeger and Lewis (1962), 
it is used intravenously. Dlffeient osmotic agent 
used are given in table with their route of administration 
and doses. 
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B istsbl oclcfejrs s As ©arly as 1967 Phii-lips# c«I»i 
Howitt, G. and Rowland, .D.J, introduce propnanalol 
into glaucoma therapy. However# because of its mild 
anaesthetic properties have made many investigators 
reluctant to use it as a topical medication for 
glaucoma. Hall et al {1970) describe a new beta- 
adrenergic blocking agent timolol. It blocks both 
beta 1 and beta 2 receptors. Timolol has neither 
sympathomimetic effect nor anaesthetic properties. 
Hall, R.A. et al (1970); Scriabine, A, (1973) it is 
proved that it has 5 -"6 times greater activity than 
propranolol. 


vjfc/ 

7 ^ 9 \ 

i MATERIAL AND METHOD | 

« » 

'v.^y 



ivJiTJ2RIAL AND iV'ai^HOD 


The present study was caxxiad oat in thr 
department of tphthaimolociy, M.L.t. J':edical Coliers ' 
ilospital# Jhansi between March# 1982' to Kay# 1990. The 
patient selected have marked visnsl defect because ot 
the lenticular opacities and raised intra-oculer 
pressure. The patients suffering from chronic simple 
glaucoma with cataract were taken up for tha study. 

The patients were of either sex and age ranged ■; 
from 31 to 70 years. Huntoer of eyes underwent surgery 
were 20. The minimum follow up period was 2 montlis. 

The surgery was done by the consultant surgeons of the 


The following pattern was addopted for almost 
all the patient * 


toy history of headache and eyeache# it® severity 
duration and association with vomiting# diminution of 
vision# redness and watering of eye was inquired and 
recorded. History of anti-glaucoma therapy was asked# 
if any. 



•PAST HISTORY I 

Regarding previous ,■ attack of some disease like 
trauma# vomiting# diaibetes or visual disturbances# i 


PERSOH^J# HISTORY I 

History of smoking, tobaco, chewing and addiction 
of alcohal or drug is noted. 




Recording of pulse, blood pressure, teraprattir® 
exaanination of central nurvous system, respiratory 
8vst«n, cardiovascular system and G,I. tract. 


Local » ' . 

Tim local examination was done under bright ■ 
illumination with the help of uniocular loupe (10 x) 
and (+ 13 D) condeneing leas. By this, we examine the 
conjunctiva, cornea, anterior chamber. Iris pupil 


The slit lamp ewsaiiaation was done routinely 
sularly t© examine the transparency of cornea, 
i« icsrstie nrecioitates, extent of lenti- 


cular opacities# 


no 

: 

lljVESTlGATIOHS * 

Rout.lnc * ■ ' ' ■ 

It includes uxin® for ' elbuBiin# augai" and micro- 
scopic examination in all the cases. And wherevet 
indicated blood sugar, total leucocyte count, different- 
ial leucocyte cotuat blood haemoglobin, erythrocyte 
sedimentation rate etc. 

Special * 

(1) Visual acuity i this was recorded in terms of 
Snellen's test type, ftoger counting, hand 
movements, perception of light and projection 
of rays, depending on the Individuals visual 
status. The Iwist oof^oi^ted visual acuity was 
recorded in post-operative and follow up period* 

C2) Pupillary examination * Pupil of both eyes were 

s®0ii fox •* ■ 

« pupillary reactioni 

si*e of the pupili and 
st»p« of the pupH • 

pupillary reaction - direct and consensual, 
pupillary reaction were seen with tl» hslp of 


torch. 


Tonorastrr s It wa« performed with th« Schiot'z 
tonometer with standard technique in all the 
cases. One perticular Schiot*2s tonometer was 
used pre-operatiirely, poat-op«ratively and in 
follow up period* ' 

« patient was asked to lie down in supine 
position looking straight at tha ceiling 
of the exaBiinatlon ixion* 

- Xylocaine 4% was instilled into the tooth 
eyes until local .surface anaesthesia was 
cos^lete • 

- Both eye lids were separated with the finger 

, •' without pressing cm the eyeball and then the 

twicMieter was plaosd vertically on the 
cornea,# so that it rest by its own weight# 

- Depending on the tension of the eye# there 
was a deflection of the recording needle on 
the scale# 

« The reading on the scale was then translated 
froe the conversion chart into sail inte ter of 


lasrcury# 
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(4) gundtis «xaminatlon i Both distant direct and ; > ; 

direct ophthalnsoscopy wer® done post-operatively ! ■ 

by Keelers MedlcltxE Ophthalnoscope . Tb© , : 

condition of the isedia# optic disc such as size, • 

shape# colour, excavation margins nasal shifting )■ ; 

of vessels and di«c cup ratio# were noted, | ; 

Besid® this any abiKarmality in the fundus was '! ] 

recorded# . ■ ■■ !; 

f' i 

.. il ^ 

C5) Gonioscopv i It was don® in all the 20 patients !l I 

by Goldman's thwwi mirror gonioscop® to assess , [ 

mainly the angl® status (open or closed)# l®eld® r, : 

I 

these the i^sriplMiral anterior synechia and neo* 

i".''' ■ ' ■ ' I 

vaseularisation of the angle# If any# wem noted . ! | 

. : it I 

Mh®n^,thie d«sir^ In-yestigations were complet®# : 

the patient was subjecfeld for medical tlmrapy followed • -f; s 

by surgical interventiwa* » 

; 

pre" 0 .perative pre paratlffla * | 

fhe patient were mentally prepared to undergo ^ I 

combined surgery Ctrabeculecstcesy with oataract extraction) . | 

$0 relieve the anxiety and to have good sleep night ,t I 

before the operation dlasepwi 5 mg tablet was given. 

Tl» aye lashes were cut a day before and lignocein ' 
senstivity has to be done with 1 % llgnocaln# ' 



The intraocular pressure was controlled with 



ace tasol amid® 250 mg tablet In suitable doses, 
alongwith timolol eye drop 0*25 to 0.5% two times in 
a day. 


When the tension was not controlled, intravenous _ 
mannitol 20% was injected an hour before the operation. 

To premedicate the patient injection pentaJBOCine 30 mg 

# 

and iRleetion ohenarcan iO mg were given intramuscularly 


AWAESTHESm t ■ 

Topical I By Instillation of 4% llgnocain 4-5 times 
at 2 minutes interval.' 


Regional Akinesia t It was obtained by 2% lignocain 
with adrenalin by O'* Brians ‘s method preferably and 
whenever, essential by Wnlint»s teclmique too. 

Ciliary Block t % I ml* retrobulbar injection of 2% 
lignocain with adrenlin followed by ocular m.&mgm for 
2-3 minutes. ' ■ 


The ©i^ration was ^ne under 3 X magnification 
by magnifying glasses •' After the IM and superior 
rectus suturing# a lljBd>al based conjunctival flap ^wa* 


V ;,.6 

formed over the superior. ISO degree approximately 
8 mm from limbus at 12 0‘ clock position and gradually 
tapered down close to the limbus at 3 and 9 O'clock 
position. .Flap was reflected over the cornea and limbus 
cleared. The superficial vessels were thermally 
cauterized.. 

A 4x 4 ran half thickness scleral flap was then 
formed and dissected towards the cornea at 12 O' 
clock position as in routine Watson's trabeculectomy. 
Partial penetrating limbal grooves were then made on 
the either side of the trabeculeetc»y flap. 

Two preplaced 8.0 silk mattress suture were 
passed through the grooves. A trabeculectomy window 
measiiring 3x1 was then formed with a razor blade 
fragment. The posterior edge toeing along the line of 
spur. This rectangular piece was elevated with a fine 
toothed forceps and cut with comeal scissors. Thus 
the region of canal of schlemn and trabeculae was 
excised. ■ ■ 

If iris prolapsed at this stage an iredectomy 
preferably peripheral, otlmrwlse complete was done. 
Corneal scissors were then introduced through 
trabeculectomy window to extend tho corneal section# 
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passing through the perfomwtd grooves. If not already 
done# an iridectcsmy was done after the completion of 
section. After releasing the superior rectus imiscle 
stich cataract extraction was done by cryoprobe. The 
two preplaced mattress sutures were tied iris was 
repos ited. The scleral trap door was stiched back with 
two 8.0 silk buried sutures* The conjiinatival flap 
were then stiched with 8*0 milk* sterile air was 
injected to reform the anterior chaBflber. Sub-oonjunct- 
ival Injection of decodom 1 mg and gentamicin 10 mg 
was given# when indicated* 

The operative coaiplication# were managed as in 
routine cataract extraction* After applying atropine 
1% and aattt&iotic ©IntMint# the eye was bandaged. . 

POST OPBBATIVS MAIIAgglg»IT » " v 

A suitable systemic antibiotic usually 
chloramph«ilcol ISO mg €owe times a day with anti- 
inf 1 amatory drugs were given to all the patients for 
3 days atleast* 

Daily dressing was done with corticosteroid 
and antibiotic ointments* 1% atropine was added in 
case of iritis or in whom sector 'irideetc*my was 
performed, injection gentamicin# decodom and atropine 
were given# mbcinftjunctlvall.y when indicated* 
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Th« @y« was exaralnedl on every dressing and 
poslj— operative details were noted* ■Particular 
attention was paid to the condition of section wound* 
Striate keratitis depth of anterior' chauiber, hyphaema 
and any sign of iritis were managed, accordingly* 

In \incomplicated cases, the conjunctival and 
comeo-scleral stiches were reswved, on 8 day and 
the patient was discharged, subsequently with the 
follow up treatment and advice* 

THE FOLLCM-UP I 

The patients were advised for the follow up 
examination at one week Interval, for t%fo weeks# 
after discharge* Then fortnightly for three visits, 
one imanthly examination for three months* Then at 
three to six months interval of whenever, there is 
any problem* 

At follow up visits the eye was examined for 
any filtering bleb, transparency of cornea, depth of 
anterior chamber, and condition of iris etc# Punduseoipy 
and gonloscopy was done. Itore esqphasis was given on 
corrected visual acuity and ijitraocular pressure# All 
the findings were recorded for the final assessiwsnt* 
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the departit«nt of Ophthalniology# M.L.B. Medical Colleg®» 
and Hospital, Jhansi diiring the period from March, 1989 


to May, 1990, During this j^riod 20 patients were 





Operated and were followed up. All twenty eyes were 
operated for both glaucoma and cataract simultaneously. 
The follow up of the patients varied in between 2 ninths 


to 10 month# 







MftLE 


fE-MftLE 





y#EJts ; „ , 

mal® and ® (30%) 

Th® rainiwara nuniber of one patient wee in th® 
age group 31 - 40 ««fid that was female patient. 

«ie maximw nwmr of patients recorded in the 
6^ and 7^ decade, laeh groups includes 7 patients 
out ©£ which each group includes one male and six 
female patients. ' . 






(15%) 1® «al«» ^ 3.7 (85%) females. 






PHOTOGRAPH OF A CASE OP 
CHRONIC SIMPLE GLAUCOMA 


WITH CATARACT 
(RIGHT EITB) 



snclf>*ECCM«IC smfM * 

w* aevidea th« p»ti«ot» acoordins to their eoolo- 
eeohomlc etatu.. There w« no patient from upp«r olae. 
and npper ndddle claea. only 5 (25*> patients belong to 
sulddle class and 7 (35») patients were from lower _ 

middle class and 8 MO*) patients were from lower 




Tablf 


a»»«»Tf-ui 5 of pr«-op«ratlv« dlagnoai® »» related t.6 
of witb cteSnic siiitpl® glaucoma 


MO. of ®y«« 


Uyp® of caba^cacf 


Mia'tujfa cattikS’aob with 
8ibr«wit<i aJjapl® glaucoma 


i:attatur« cataract with 
chronic alwl® glaucoma 


Total 


33 


Ao for as tha sid® of ayes was concerned 
10 (50%) were right while rest 10 (50%) were left. 

‘gHE PRESEMTATIOl i OF 3YMPTQI®. » 

The patients presented with gross visual 
deficit because of advanced lenticular opacities and 

glaucoma. , . 

The patients presented gradual diminution of 
vision with mild headache and eyeache, the symptoms 
varying fiom 6 months to 2^2 years. 

paS-OPEBAT tyg VlStJAL STATM * 

Table number 4 shows pre~operative visual 
acuity of 20 eyes, with chronic simple glauccwia and 
cataract. OnmiS%) «y® had visual acuity 1/60. Siat 
(10%) had hand movement and nine (45%) had positive 
PL Sc PR and only two (10%) had PL with defective PR 

So the maacimum visual acuity was 1/60, while ■ 
ffiiniimim PL with defective PR. . 




1/60 - 3/60 
Counting fingem 
Harnd movetni@nt 


Total 


Tan® ion 
(ots» of 


35 



Six (30%) eyes were arecorded with, tension in 
etween 20 - 30 mm. of Hg. Bight (40%) with tension 
« -Kai+wean 10 - 40 OTn. of Hg. Six (30%) had tension 


The lainiBsuni tension recorded was 24*6 tm* of 
While the iaaxi««» being 49*8 ran* of i^* 


The other eyes invarriaoxy * 
intra-ocular tension and 3 eye# had filterii 
operation and two eyes having normal tensioj 
one patient having only one eye and one eye 
iridencleisi® with aphahia* 


Mmmm 


The anti-glaucoma therapy was g; 
Its and is shown in table number 






^a-tassolamJjd® was us«4 in all 20 patients* 

It alon® controlled the tension in 6 (30%) eyes with 


mild rise of tension. More ewer# these eyes were 


Ihe tension was controlled in fnrtwr 5 
eyes with pilocarpine 2% and acetasol amide. Hfhe 
tension was controlled in £tartl»r. 4 UtM) eyes with 
timolol 0.5% and acetaaol amide even after using id>ove 
all the three drugs# tension remained high in 5 C25?d 
eves • So intravenous mannitol was given one hour 






Surgical treatmant wag done as quickly as 
possible after an initial swdical treatment. Cataract 
extraction was performed in single stage alongwitb ■ ^ 
trabeculectomy. 

OPERATIVE COMPLICATIOISS * 

The various complications cxjcur pre-operatively , 
during operation and iirraediate after operation and 
are recorded in table no* 7 & 8, 

(a) Pre-operative complication i 

There was no pre-operative cos^lieation , 

(b) Intra-oi^rative coirolications i' 

These axe recorded in table no* 7* The w&st 
conroon eonplication was hyphaenia that was seen in 2 
(10%) eyes* It was never massive enough to interfere 
with the operation* ■ , 

Extra capsular lens extraction occured in 2 
(10%) eyes. ^ -* 

Iris injury occured in 1 (5%) eyes# i^He vitreous 
prolapse seen in 1 (S%) eyes* 



Mo, Of ojofi mmmt&gm 


Stxi&tm Icerat-itis 
Shallow A.C, 


Hyphaama 

Iritia 

Hypotony 


Tabl< 


lutxa-operative coifiplications 


Complication 


No. of eyea Parcentaga 


Tha ccwiplicationa ocwuring within IS day® of 
follow up period were considered iwaadiai^ or a® 
'early post-operative coiiplicatioa® that wa« rtcorded 
in table no. 8, 

Table — 8 

Imioadiate poet-operative complications 







IM 



It cleared in all the cases within 15 days 


ingly. Iritis was 'cured in all idi® cases during follow 


HypQtpny - when the intra-ocular tension was 10 
of Hg. or less than 10 in»in» of Hg, It was labelled ■ 
as hypotony. It was seen in 2 (10%) oases at the first 
follow up visit# the hypotony-was no nK>re seen in by 


case from the very first day post»operatlyely and it 
was recoverei within 5-6 days after pressuire bandage 
application. 


These were seen 


d-uring follow up period are shown in table no. 9 
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Table 

mm ^ 


Late post-operative ocsiplications 


Type of coniplication 

No. of eyes 

Percentage 

Iris prolapse 

1 

5 

Distortion of pupil 

3 

15 

Vitreous opacities 

2 

10 

Infection ■ 

0 

0 

Total 

i ■ 

30 


Trig prolapge - Iri«. prolapse at 2 0*clock position 
was seen in 1 case. This iris prolapse was underneath 
the conjunctiva. 

Dlstoration of oupil - was seen in 3 cases. 

opacities and floaters - were seen in 2 Umi} 
case# in one patient had hyphaema during operation in 
other case# it was either because of vitreous 
haemorrhage or degeneration. 


^igWRTOH COUTROh * 

p#^i«fc>Qoerat -ive intra.-ocular presfH^ * 

post-operative intra-ocular pressure, its follow 

, _ ft**®**® ^ table - 10, 

un and control has been - 



By til® ®iid of 15 days of follow up 

mininnia tension recorded was 8,5 a.m* of 


WllAlS 


5 


Tension in 3 {15%) eirss was record®*! in between 
- 10 mm. of Hg. In 7 (35%) of eyes was recorded 
in between 10 15 si*in« of Hg» In 5 (30%) of eyes in 

between 15 - 20 nan. of Hg. Vlhilm in 4 (20%) of 
eyes# it was in between 20'- 25 mm. of Hg. By the ««d 
of 1 month of follow-up 2 (10%) eyes had tension in 
between 5 - lOnwa* of Hg. 6 (30%) had tension in 
between 10 — 15 wsi. of while ® (45%) eyes had _ 
tension In between 15 - 20 m. ©f Hg* and 1 (5%) ®y® 
had tension in between 25 — 30 iibb. of Hg. 

The minlRiuni tension recorded in this period 
was 9.4 sbh. of Hg. While laaxiwaiB tension record^ 
was 27.2 RiB* of Hg. with an average of 15 .84 n». of 
Hg. 

The tension was raised in 3 (15%) of eyes at 
the end of one month of follow-up. Ml 3 cases were 
put on iwdieal therapy out of which two were controlled 
while one case is remained uncontrolled at the end of 
7 months of follow-up and at the end of follow-up 
patients advised for further surgery# but patient 
refused for that* , - 
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At tte t«|ble no. 11 siioim that the end of the 
two months of follow up# 2 (10%) eyes had tension In 
between 5-10 mm. of and 4 (20%) had tension in 
between 10 - 15 ram. of Hg. 13 (65%) had tension in 
between 15 - 20 mm. of Vg» l^tile one had tension in 
between 25 — 30 ram. of Hg* 

At the end of follow-up the minimm recorded 
tension was W ram. of Hg., which is recorded in case 
HO# 10 15 3r#sp®c*fci^^l3f « 

while, maximum recorded tension was 27.2 ram* of 
Hg., which is recorded in case no. 5* 

The a-rerage tension at the end of follow-up 
was 16.52 MB. of Hg., which is shown in table no. 11. 

^ ^gable - IjL 

Showing pressure control 

pr^i^operatiire Post-operative 

, ,, 


Average I - 'O.P. 
{m.ffi. of Hg.) 


34. 4S 


16.52 



POST«“OPSRATIVE TENSION COKTROL * 


The table no. 12 shorn post-operative tension 
control. 

Table - 12 


Post— operative outxJOi®# of Intra— <iX!nlar pressure 
during follow-up 


Months 


m, of 

eves 



Controlled 

without 

therapy 

' "Controlled 
with 
therapy 

on- 

contro- 

lled 

Mo.' 

% 

0-2 

17 

2 

1 

20 

100 

2-4 

12 

0 

1 

13 

65 

4 '- 6 

11 

0 

■ 1 

12 

60 

i - 8 

S 

0 

1 

« 

30 

8-10 

1 


1 

2 

10 


Table no. 12 shows that at the end of 2 s«MSths 
follow-up 17 (85%) patients had controlled tension & 

2 (10%) patients regulared additional aedlcal therapy 
to control the intraocui^ar tension below 22 mm, of Hf • 
but in 1 (5%) patient, the tension was not controUed^ 


SUftGilCALLV COWTROl 


SUftGiieiliJLY 

WITH HE0ICIII. Ttl£|l0fV 



graph representing 
the tension control 
after combined 


OPERATION 
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even after medical therapy* Only 13 patients were 
present for the follow-up i^amination d\iring 2-4 
months period and 12; eyes had controlled tension 
and only one eye was uncontrolled after medical 
therapy, 

12 out of 20 cases present for the follow up 
examination during 4-6 TOnths period. In all 11 ■ 
eyes were controlled and one is uncontrolled. Only 
'six patients present for the follow-up period during 
6-8 months and 5 were controlled and one is 
uncontrolled. Two cases present for the follow up 
period for 8-10 months and one eye controlled and one 
same is uncontrolled* . ■ . 

In surgically uncontrolled patient the hleb was 
absent and in rest operated 19 case toleh was 

present. 

VISUAL ACUITY t 

The table no. 13 shows the pre-qperatiw and 
post— operative visual acuity* The visual results are 
tabulated that recorded at the end of the follow-up 


examination 



Visual acuity 





7 (35?4) ®yes had vision $/l& - 6/24. 5 out of 

7 had 6/18 vision and 2 had 6/24 vision after operation 
and follow-np. 6 (30%) had vision in between 6/36 - 
6/60. 5 eyes out of 6 had vision 6/36 and one ®y® had 
vision 6/60 only. 

One iS%) eye had vision between 1/^0 - 3/60 
and this was 2/60. ' , 

Pre-operativaly#th« vision acuity of all 20 eyes 
were less than 6/60* 

Post~op®ratively 6 (30%) eyes had visual acuity 
in between 6/0 •• 6/12* 

7 (35%) eye# had visual acuity in between 
6/18 - 6/24. 

6 (30%) eyes had visual acuity in between , ^ V'' 

6/36 • 6/60. 

One (5%) ey* visual acuity 


GOOD 



VISUAL 
AFTER COMBINED OPERATION 
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DISCUSSION 
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DISCUSSIOH 

Cataract and glaucoma of tan co-exist in elderly 
and geriatric people# which is also conroon in this 
part of country. We combined trabeculectomy and intra- 
capsular lens extraction for patients in whom cataract 
and chronic simple glaucoma co-exist, h single procedure 
which accoHi>anies two purposes in much more desirable 
than two separate operation. It has got obvious 
advantages. Patient is financially less burdened because 
of one surgery and on® time hospitalisation. The 
avoidance of prolonged tmte of medication# early resto- 
ration of vision# avoidance of problenw of aphalcic 
glaucoma and second oi^iration. ' . * ' ' 

For these various reasons# a number of authors 
have recommended the coiribined procedure* They include 
anterior sclerotomy with lens extraction ( Wright# 1 

Lee Sc Weih# 1950)# iridencleisis (Birge# lfS2). Sclerotomy 
with iris inclusion (Itjghes# 1959) # sclerotosgr with 
cautery iStocJcer# 1965) • Though on tlw Whole results hawi 
been good and operations Justified, all were concerned 


about the complications# 



\ The coHinonest coitiplicatioss - CD symarome 

of profuse filtration s flat anterior chanfcer hypotom 
and choroidal detachment? (2) haemorrhage? C3) endopt 
mitis and, (4) loss of Titreous. 

So the choice of which condsined operation is 

to perform* Traheculactomy has been shown to be a 
... !»»•»•. "inn is GQi»»exlst patiehts of 


@ age of the patients V' 
■age age of the patients 
nnniber of patients reco 


This shows that the co-existing condition of 
cataract and glaucoma is basically a problem of 
geriatric people. ■ ' ' 

As for as sex is concerned 17 (85%) were 
female, while 3 (15%) is mal®. 

The most common type of cataract associated 
with glaucoma were mature cataract 15 (75%) and 
immature cataract 5 (25%).;' ^ 

Maximum patients 12 (60%) belongs to the rural 
and sub-urban area and on 8 (40%) frcmt urban area, 
indicates that this disease is more common in villagers* 
w® further observed that 15 (75%) patient® belongs to 
lower and lower middle class. ■ ■ 

The pre-operative visual acuity was very low 
in our study bTOause of advanced lenticular opacities 
with glaucOTaa. 

In 19 (95%) eyes the vision was counting finger 
or less than that* Ctoly one (5%) eye had visual acuity 
1/60. , : 

As the major disadvantages considered with 
combined cataract extraction and trab«wulect«w A* 
higher ris3c of ©cngpllcation* So this part will b®' . ■ 

discussed .first# , 



OPERATIVE COl-IPLICATIONS t 


Rupture of lens t 

The rupture of or unplanned extra-capsular 

cataract extraction occur in 2 (10%) eyes. Its 
incidence in cataract extraction alone could be 12% 
(Towan & Casey, 1955) . In other reported aeries of 
combined cataract extraction, its Incidence are 
(Hughes et al, 1963) 5%? (Maumenee et al, 1970) 5%i 
(Gordon et al, 1979) 2.7%i (Singh et al, 1979) 20%i 
(Edwards, 1980) 8,5% and(Ron«tt et al, IfSt) 6%* 

So its incidence is not higl:^r than cataract 
extraction alone, 

Hvphaema i 

In this series of cases operated. The blood in 
the anterior chainber is seen in 2 (10%) eyes# The < 
literature had only a few reports with the blood in 
the anterior chamber as operative coi^licatiM* Dhar 
et al, (1084) reported 7.4% cases had blood in the 
anterior chamber, 
iris inj.iary t 

In our study It wss SMO i« “» <**> •y*“‘ 
was «port»l in ll.« syss by Siagh ,t si (1979) . 

TWS 'innldsns, is not ,«i«nUy in j, ^ 


literature' 



: In our study it was s®an in one (5%) case 
'he incidence have been reported 3% (Ihi3te Elder 
969) . The incidence of vitreous loss had hmn 


reported by different authors. Using similar 
combined procedure# it was 5.4% (Gorden et al# 1979) i 
5.7% (Singh et al# 1979) j 3.4% (Edwards, 1980) and 
4.3% (Klemetti and Kalima, 1982). 


Thus vitreous loss of 5% is quit® cos^arabl® 
with other reported series of cosBbiaed cataract 
extraction with trsbeculectomy . 


P Qgm.nPBWATIVE COMPLICATIQli 


Striate Keratitis * 

In our study it was seen in 6 C3<»i) eyes. It was 

mild striate keratitis, which cleared up in all these 
eyes by the time of disoharoe. It does not pioduce any 
adverse effect on the viauel outeome. Its incidence 
further been reduced by mintaieina the 




i.iie cases* Its Incidence in other reported series of 

similar combined extraction is 10*2% (Edward# 1980) 
and 4,3% (Singh et al# 1979), ' 


It was seen in 2 (10%) eves in 


cfiaroDer ^aad. -•©sorbed In the ell wy%m et the tine of ■ 

discharge. Its incidence in the same coiid>ined procedure 
as reported by the various workers are 25% (Wltmer, 197®) t 
4,1% (jemdal and L\indstrora, 197®)# 31% (Stewart end 
Loftis# 1976)# 10.8% (Gordon et el# 1979)# 25% (Edwards# 
1980) and 35% (Manaoor et al# 1981). As tJ» hyphaeraa 
resolved in all the oases# it did not interfere with the 


(Mltai et al# 1979), In iwrfbined cataract extraction and 
trabeculectOR^ Klematti & Kalisia (1982) «>corded hypotony 
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in 37*2% of cases. Gal in «t al (1969) reported ^ 

persistant hypotony in one (2.17%) eye when naed 
cataract extraction with cyclcdialysis . 

The chances of hypotony are justifiable in 
combined extraction ab it could be because of over 
filtration itself. 

Shallow anterior chamber r 

It was seen in on® (5%) eye* It was perelstant 
and was associated with a small suixsonjiuictlval iris 
prolapse, 

Shah (1971) observed 13.5% cases of shallow 
anterior chamber in a series of 500 cases of cataract 
extraction. Its incidence in combined extraction with 
trabeculectomy were 6.8% (Gordon et al, 1979) i 6.8% 
(Edwards, 1980) f 9.6% (Klematti and KaHma, 1982) and 
6% (Romem et al, 1982). So the Incidimoe in our series 
is 5% only and not more than cataract extraction alona. 

Is ATE posy”* OPERAT XWM , CCWliICATlOIi I . 

Iris prolapse * 

It was seen in I ($%) case emJLf* It was seen ..in 
1 (1.7%) out of 59 eyes (Mwards# 1980) and In 5.9% , 
(Jamdal & bundstrom, lf7i) in sJjwHar ccwOained 
procedure* . ■ 



:.t observeu i:i 2 (ICy.) oyes. It cot-M be 
UQgener-:.tive or haomorrliogic ia origin. Vitreous 
Ijuei.norrbage has been recorded by st. al (1982) 

iii 2 \4.35 ?!s) ey&Sf out of 46 «ye using sin'.ilar 


It WMB Observed in 3 (15%) eyes. It Is s minor 
post-operative complication. It does not have any 
deleterious effect on the visual outcome. ' ■ 


In our series of study «» eye developed iJifeotloB 
either of wound or filtering bleb tbroughout the follow 
up period. Miniwiiii changes of Infeetloa In trebeculec- 
tomy ±3 because of the fact that filtering bleb is rwt 
much prominent and moreover, the filtering bleb is 
covered by superficial scleral lamellae. 


Thm control of intra-ocular pressure was achieved 
without medical therapy in 17 (85%) eyas. The success 
rate for eye* not receiving post surgical treatiEont In 
a series of similar combined operation varied frcwi 80 to 
95% (Hilsdorf. 1974i Bregeat* 1975 j >J«xndal & lundatroaui# 
19661 Mansoor et sd. 19Sli Idwards# ItSOi and wschsler & 


Robinson, 1980; and Prashad at al 


Our results 



The average reduction of preseuri 


The average reduction of pressure at the end of 
one month follow-up was 18.52 non. of Bg* This lowering 
was again highly significant (P / 0*001) statistically 


The average reduction of pressure at the end of 
two !K)nths of follow-up was 16.52 w. of This 

lowering was also highly significant (P ^ 0*0013 • 


In our series 19 C9S%) eyes had filtering bleb 
out of 20 eyes. Filtering .bleb was seen in 45 (74%) 
out of 61 surgical iy controlled eyes {Kl«®tti <t Kaliiaa# 
1982) .50% (Jeamdal & buadstrw# 1976) and 55% (Mansoor 

®t al, 1981)* 









Wechsler & Robinson (1980) operated 70 eyes In 
4 groups and analysed the results. The success rate 
in tension was 40.5% in cataract extraction alone. 

The success rat© was 65.5% when drainage 
operation was followed by cataract operation and 
success rate was 79% with combined operation# other 
than trabeculectomy and success rate was 91%# when 
combined with trabeculectomy. So the best results 
were obtained in the last procedure. 

VISUAL PRCGMOSIS l 

As the pre-operative visual acuity was less 
than 1/60 to only PL. Probably because of advanced 
lenticular opacities. Some ingprovement of vision was 
expected in all the c^ses# 

Our criteria for visual li^rovwaent was when 
the visual acuity improved atleast by C3) Snellen’s 
line. This visual improvewnt was reeojDsied in. 18 C90%) 
eyes# tout in two (10%) eye vlslcm is la^roved but not 
according to our criteria* 

In these eyes pre-operative vision was only PL 
and post-operative vision in one eye was 6/60 and In 
other eye it was only 3/60* 


In first eye fundus examination revealed ■ 
marlced ofitic atrophy and in second eye# there Is 
optic atrophy alongwith vitreous opacities. 

The marked visual improvement in 90';i eye is 
favourably comparable with the result of similar 
procedure in other studies such as 50% CiOaroda & 
Takatsuki, 1978) f 74% (Stewart and Iioftis, 1976)# 

82.3% (Jerandal & Lundstrom# 1976) i 64*9% (Gordon 
et al# 1979)# 82.9% (Singh et al, 1979) # 85% (Manaoor 
et al, 1981)# and 86.3©i (Prashad et al, 1988). 

Recording of visual field was not possible in 
our study pr@-op®ratively, because of mark^ diminution 
of vision. 

The control of intra-ocular pressure and visual 
improvement in our study are rewarding at the expense 
of slight increase in the rate of coB^licatlons and 
it is needed long terra follow-up to extablish the 
final outcome of the combined procedure. 






There is early restoration of good vision in 

90% Of''C€.0#S« ' ' 

The roost common coaqplications during and after 
surgery were hyphaema, rupture of lens capsule# 
vitxeous prolapse# striate keratitis and iritis# 

Other coiJ5)llcation st«jh as iris prolapse, 
hypotony and shallow anterior chansher wen 
insignificant. Overall coi^lteations of ■ ooiptelned 
procedure when ccw^red with two separate 
operations were not signlfic«it, : 

The combined oi«ratlon of cataract extraction 
and trabectrLectoray gives results comparable to 
those obtained for separate procedtix«a. 

The advantages of ooH&laed procedtare is to avoid 
multiple surgeries and to avoid problem of 
aphakic glaucoma* 

It is safe# effective and valid alternative of 
patients of chronic simple glaucoma with cataract 
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APPENDIX - I 


DEPARTMENT CSF OPHTHALMOLOGY, 

M .L , B . MEDICAL COLLEGE & . HOSPITAL, JHANS I , 


Case. No, 


PROFORMA POR EXAMINATION 
I ' Date I 


1 . Name of Investigator i 

2. Surgeon I/c , i 

3 . Place t 

Details of Patient : 

1 • Name i 

2 . Age / Sex i 

3 . Ward / Bed * 

4. Occupation .i 

5 • Address j 

6. Socio-economic status i 

7 . Habit of taking any ■ ^ 
intoxication 



A . PregentlM Symptom® i 


B. Brief bistprv. oi pres ent . illpiii. i 


past .Hii.1;og: i 
Vi/o HyperteniiOB 
Diabetei ■■ ^ 

Tiiborouloeis 







70 


Ge.»Qral Sxaroinatlon i 

~ e.v.s. 

- C.H.S. 

“ Respiratory 

- /..bdomen 

- Lymphnode 

Local Examination s 

1. Facial syiranetry 

2. Eye Browa 

3 . Eye Lashes 

4 . iiye lids 

5* Conjunctiva 
»■ Bulbar 
Limbal 

“ Palpiteral 




Rt» eye Lt.eye 



in* I 

» \ Colour 

- ' ; Atroi>liy' iii' 


6. Cornea 
*- Slae 
<• Shape 

- Surface 

- Curvature 

- Lusture 

- Transparency 
-« Sensitivity 

7* Anterior chaatjer 
JDepth •» Hojnasal 
■ shallow/d«ep 
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, Rt. ev* I»t. eye 

9 # 

Jupil I 

- Size 

- Shape 

- Colour 

- Reaction to light - 



. Direct 



. Consensut.1 . 


10. 

Lens 1 

* Position 

- Transparency 

- Colour 

- Any other finding 


11. 

Visual acuity i ■ Rt* 


12. 

Tension - Digital 



- Byshiotz Tonateter 


13* 

Puadoscopy 


1^ m 

Gonloscopy 


15. 

Perimetry 


16. 

Slit Lamp Examination 


17. 

Diagnosis t 


INVESTIGATION 


- 

Urine examination , ■ 



Blood routine .. 


« 

Blood sugar • , 



COMPLICATICM OTRIIK3 

OPIRATICB 

EuptllX# 

Vitreous Hyi^aeoa 

prolapse/1 os® 

Iris Any other 

injury 
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FOLLOW-UP GHRRT . 

ratient's riarae '' ;. ■■■'■ ■■■' 

Liagnosia ■ s ■ ■ 

Sye i Fit, / Lt, I 

Case Ho. . : 

Date of Examination s 

Rt. 

Ocular tension s • 

Fundus Disc cupping : 

Corrected visual . 
acuity ■ . ■ * ' 

Perimetry . ' i : . 

Gonioscopy 

Bleb size & thickness i 

Post-operative complication ; 

- Hyphaema 

- Infection 

- Iritis ' : . 

- Striate 

- Keratitis 

- Others 


Lt « 


